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Abstract

Background
Ethiopian nurses are facing a culturally diverse population predominantly due to the coexistence of
multicultural and diverse ethnics in the country. This study aimed to assess the level of cultural
competency and its associated factors among nurses working in tertiary hospitals of Addis Ababa,
Ethiopia.

Methods
A cross-sectional study was conducted on nurses working in tertiary hospitals of Addis Ababa city from
March 1 to April 30, 2018. A systematic random sampling technique was used to select 352 nurses. Data
were collected using an English version self-administered cultural competence questionnaire for nurses
scale. Data was entered into Epi data manager version 4.2.2 and exported to SPSS software version 20.0
and analyzed using descriptive statistics and inferential statistics.

Results
A total of 343 participants were involved in the study with a response rate of 97.4%. The overall cultural
competence level of participants was low to moderate (1.94 ± 0.65) with the highest mean was scored for
cultural sensitivity (2.54 ± 0.69) and the lowest mean was scored for cultural skill (1.62 ± 0.98).
Participants’ age, religion, level of education, work experience, current role, spoken languages beside
Amharic and English, previous cultural care education, work experience beside the current hospital, the
experience of caring for diverse patients and availability of interpreter service were the factors
signi�cantly associated with cultural competence at p < 0.05.

Conclusion
The overall cultural competence of nurses was low to moderate and in�uenced by several factors.
Therefore, nurses and other responsible bodies should struggle to improve the cultural competence of
nurses. Furthermore, a national large-scale study with patient’s perspectives was recommended.

Background
Cultural competence is a set of congruent behaviours, attitudes, and policies that come together in a
system, agency, or amongst professionals and enables that system, agency, or those professionals to
work effectively in cross-cultural situations [1]. The ultimate goal of cultural competency in nursing care
is to reduce health disparity and to provide optimal nursing care to the patient regardless of their race,
ethnic background, the native language spoken and religious or cultural belief [2]. Nurses are working in a
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culturally diverse population, mainly because of immigration and globalization in western countries [3].
Medical tourism is another reason for cultural diversity. In Thailand, India, Singapore, and Malaysia,
medical tourists are the primary sources of patients' cultural diversity [4]. However, Ethiopian nurses are
facing a culturally diverse population predominantly due to the co-existence of multicultural and
multiethnic society in the country. Ethiopia is the second-largest African country following Nigeria with
one of the most ethnically diverse nations with more than 80 ethnic groups, each with their language,
norms, belief, and religion in the world [5]. Besides, Ethiopia is the second-largest refugee-hosting country
in Africa, with more than 800,000 refugees from neighboring countries [6].

Studies have indicated that there are considerable shreds of evidence on unequal treatment and the
existence of health inequalities or disparities in healthcare among a culturally diverse population.
Delivering culturally competent care is a powerful tool to eliminate these disparities in the health status of
people of different cultural, racial, and ethnic backgrounds [7, 8]. As a result of this, globally, cultural
competence in nursing care has gained attention and is now recognized by health policymakers, care
administrators, academicians, nurses, and nursing researchers as a strategy to eliminate health
disparities [2, 9, 10].

In 2016, the American Nursing Association recognized cultural competence and included it for the �rst
time in the scope and standards of nursing practice [11]. American academy of nursing (AAN) has also
developed universally applicable guidelines for implementing culturally competent care, which can serve
as a resource for nurses in various roles[12]. However, lack of clarity around the concept of culture,
inadequate recognition, and the scarcity of research-based outcomes of cultural competence that provide
evidence of e�cient strategies are still the limited implementation of cultural competence in nursing
practice [2]. Besides, the study shows that many nurses have given minimal or no attention to monitoring
the cultural competency of their own and members, even if the standard of culturally congruent nursing
care. In nursing practice and other guidelines for implementing culturally competent care persuaded them
to be culturally relevant [13].

Therefore, assessing the level of cultural competence among nurses and taking appropriate action is one
strategy to increase the cultural competency of nurses in nursing practice. Many studies exist that
examine the cultural competency of nurses. However, the majority of these studies have been conducted
in the United States, Canada, UK, and Australia, while only a few studies were conducted in Africa. The
�ndings of these studies were inconsistent in which cultural competence of nurses was low in South
Africa, Israel, Taiwan, and Thailand [4, 14–16], moderate in Italia and Iran [17, 18] and high in the USA
and Saudi Arabia [19, 20]. These studies also showed that different factors could in�uence the cultural
competence of nurses, such as level of education, nurses' year of experience, one's ethnicity age, sex, and
frequency of caring for culturally diverse clients [4, 15, 16, 20].

Despite the existence of a diverse socio-cultural society that needs nurses to be culturally competent,
cultural competence among nurses is not studied. Therefore, this study investigated the level of cultural
competence and its in�uencing factors among nurses working in tertiary hospitals.
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Theoretical framework
Papadopoulos, Tilki, and Taylor (PTT) model guided this study. PTT model is one of the nursing theories
that facilitate understanding of current nursing care practices and patients' demand for nursing care
regardless of their cultural, religious, and linguistic background. It describes the nurses' capacity to
provide effective nursing care that takes the patient's cultural beliefs, behaviours into consideration.
According to this model, to be culturally competent, every nurse must pass through four stages of the
PTT model. These stages are cultural awareness (�rst stage), cultural knowledge (second stage), cultural
sensitivity (third stage), and cultural skill (fourth stage[21]. These four sub-constructs of cultural
competence have been commonly recognized and used in different studies [16, 22, 23]. Therefore, the
present study also used the four sub-constructs of the PTT model for developing cultural competence.

Methods

Study area, period and design
A cross-sectional study study was conducted at the three largest tertiary hospitals in the capital city and
home to almost all ethnic groups and cultural centres. It also harbours a large population of foreign
residents like Eritrean, Kenyan, Sudanese, and Djiboutian [5]. The study period spanned from March to
April 2018.

Sample Size Determination And Sampling Procedure
The sample size was calculated using a single population proportion formula [24] by considering 50% as
a proportion of nurses' cultural competence to maximize sample size since no studies are showing the
cultural competencies of the nurses in the country. Therefore, the initial sample size was 384. However,
the total number of nurses was 2069 (< 10,000), then we could use sample correction, and the sample
size estimated was 320. Then, a 10% non-response rate was considered, and the �nal sample size was
352. Then after, selecting study participants, a systematic random sampling technique was used. First,
the total sample size was allocated to hospitals proportional to the number of nurses in each hospital.
Then, an individual nurse in each hospital was selected by systematic random sampling technique every
6th interval by identifying an initial starting nurse by using a lottery method.

Data collection tool
For this study, the English version, structured, and self-administered cultural competence questionnaire
for nurses (CCQN) was used. The survey tool was designed by principal investigators to measure the
cultural competence of nurses working in hospitals based on the Papadopoulos, Tilki, and Taylor (PTT)
model that consists of four constructs of cultural competence[21]. These included cultural awareness,
cultural knowledge, cultural sensitivity, and cultural skill. The questionnaire was content validated by �ve
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nurse experts from different universities in the country. A pre-test was conducted on 36 nurses two weeks
before actual data collection to test the internal consistency of the tool and see the ambiguity of the word
and clarity of the sentence of the items. Internal consistency was tested using a reliability scale. The
results showed strong reliability for all subscales and overall scale with Cronbach's alpha value of 0.92,
0.85, 0.96, 0.90 for cultural awareness, cultural knowledge, cultural sensitivity, and cultural skill subscales
respectively and 0.94 for the overall scale. Based on participants' comments, unclear and jargon words
were modi�ed. The internal consistency of the four subscales and the overall CCQN were also tested on
an actual study using a reliability scale. The �nding indicated that overall, CCQN had strong reliability
with Cronbach's alpha of 0.92, and the individual subscales ranged from 0.75 for cultural sensitivity to
0.92 for cultural skill.

Measurement
The level of each subscale (cultural awareness, cultural knowledge, cultural sensitivity, and cultural skill)
and overall cultural competence was categorized based on previous studies into low level, low to a
moderate level, moderate level, and high level [5, 16, 23, 25]. If a mean score of each subscale and overall
cultural competence is 0–1, > 1–2, > 2–3, and > 3, the level of competency was categorized as low level,
low to a moderate level, moderate level, and high level respectively.

Data analysis
The coded data was entered into Epi-data version 4.2.2 and exported to statistical package for the social
science (SPSS) Version 20.0. The data was then analyzed using descriptive statistics, independent t-test,
and one-way ANOVA. Before using these statistical tests, data were tested for the assumption. The result
indicated that there were no non-normally distributed variables except cultural competence scores across
groups of work experience and the current role of participants. Because of this, the Kruskal-Wallis test
was used to examine the mean score differences between groups of these two variables. The assumption
of homogeneity of variance was examined by Levene's test of equality of variance [24]. The results
indicated that there were no signi�cantly different variances among groups. The statistical signi�cance
was set at p < 0.05.

Results

Participant's characteristics
Out of the total participants involved, 343 participants returned the questionnaire making a response rate
of 97.4%. More than half 53.1% (n = 182) participants were males. The mean age of the participants was
28.51(SD, 4.22). Amhara 45.2% (n = 155) by ethnicity and Orthodox 60.9 %( n = 209) by religion
dominates study participants. The majority 89.2% (n = 306) of the study participants were Bachelor's
degree holders in nursing. Almost three-quarters of 72.9% (n = 250) of participants reported that they had
no experience in learning concepts of cultural care nursing in their previous nursing education.
Conversely, more than half, 54.5% (n = 187) of them had experience in caring for patients from culturally,
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and ethnically diverse groups with 62.9% (n = 117) of them had an opportunity to care for these patients
almost every day (Table 1)

Cultural competence of participants
The overall cultural competence of participants was 1.94 (SD = 0.65) out of a total possible score range
from 0 to 4, which indicates a low to moderate level of cultural competency. Similarly, the level of cultural
competence of participants for cultural knowledge (M = 1.91, SD = 0.76) and cultural skills (M = 1.62, SD 
= 0.98) subscales was low to moderate. The lowest mean score was observed for the cultural skill scale
(M = 1.62, SD = 0.98) and the highest score was observed for the cultural sensitivity scale (M = 2.54, SD = 
0.69) (Table 2).

The �nding of this study also revealed that almost half, 49.9% (n = 171) (of participants were in the low to
moderately competent on the overall CCQN scale score. The highest percentages of participants were in
low to moderate for cultural awareness and knowledge, with 42.6% (n = 146) and 38.5% (n = 132),
respectively (Fig. 1).

Factors associated with cultural competence of
participants
There was a statistically signi�cant difference among participants by language spoken beside Amharic
and English languages (t = 3.53, p < .001), previous cultural care education in nursing programs (t = 8.13,
p < .001), the experience of caring for culturally and ethnically different patients ( t = 8.40, p < .001), work
experience in other health institution other than their current hospital( t = 8.30, p < .001) and interpreter
service (t = 8.28, p < .001). The computed Cohen's d using the value of t-test statistics revealed a large
effect based on Cohen's standard for all these variables except for languages spoken beside Amharic,
and English was a small effect. However, no signi�cant difference was noted between mean score of
males (M = 1.93, SD = 0.67) and female (M = 1.94, SD = 0.64); t =-.05, p = .65, d = − .004. The �nding
signi�es that being male or female does not have an impact on the cultural competence level of
participants (Table 3).

One-way AVOVA revealed that there was no signi�cant difference in mean scores among groups by
ethnicity [F (3, 342) = 0.77, p = .51], language background [F (4, 161) = 1.46, p = .21], frequency of caring
for patients culturally and ethically different from one’s own [F (3, 183) = 2.26, p = .08], level of health
institution served [F (3, 117) = 0.13, p = .94], and type of interpreter used [F (2, 137) = 0.06, p = .97].
However, there was a statistically signi�cant difference in mean scores among groups by age [F (2, 340) 
= 7.81, p < .001, η2 = .04], religion [F (2, 340) = 3.04, p = .029], education level [F (2, 340) = 6.10, p = .002].
Further, post-hoc comparisons using the Tukey’s honestly signi�cant difference (HSD) test was
conducted for these variables (Table 4).

The Kruskal-Wallis test indicated that there was statistical signi�cance difference in mean score across
the work experience groups (X2 (3) = 24.64, p < 0.001, η2

Η = 0.06) and across the groups by current role of
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participants (X2(3) = 15.4, p = 0.001, η2
Η = 0.03). Calculated eta squared using Kruskal-Wallis test

statistics indicated that the variance in mean score among groups by work experience was medium (η2
Η

= 0.06), and by current role was small (η2
Η = 0.03) (Table 5).

Discussion
The �nding of the present study indicated that the overall cultural competence of participants was low to
moderate. These �ndings were consistent with many recent studies conducted in Taiwan, Thailand,
South Africa and Israel in which a small percentage of nurses were involved in culturally appropriate
nursing care [4, 14–16]. In contrast to the present �ndings, the cultural competence level of the nurse in
Italia and Iran was moderate [17, 18]. The obstetric and neonatal nurses practising in the United States
was moderately high [19], and expatriate nurses in Saudi Arabia was high [20] in which they had better
cultural competence than the present �nding. The differences could be due to limited experience and
training cultural competencies among participants. Providing adequate cultural competence education
for nursing students and designing guidelines and standards for cultural competence that could help and
guide nurses in providing culturally congruent nursing care.

Knowledge and skills subscales are an essential stage of cultural competence in becoming culturally
competent[26]. However, the present �nding revealed that participants scored lower mean on cultural
knowledge and skills and slightly higher on cultural awareness and sensitivity. This �nding is similar to
the study conducted in Taiwan and Japan [16, 27]. It re�ects that participants' cultural knowledge and
skills level were not encouraged to become knowledgeable about their patient's cultural beliefs, values,
and practices, and skilful in cultural and linguistic appropriate assessment to collect relevant data from a
diverse patient.

The present study found a signi�cant difference in the mean score of cultural competence based on
participants' age groups in which older nurses scored higher than younger nurses. Studies in Thailand
and Canada reported similar �ndings that cultural competence was positively associated with age [4, 28].
The reason for this may be older nurses had more opportunities for exposure to different cultures than
younger nurses. Participants with master's degree nurses scored signi�cantly higher than those with a
diploma and bachelor's degree in nursing. This �nding is consistent with another published study in
Carolina[29]. It indicates that additional continuing education leads to a signi�cant difference in the level
of cultural competencies of nurses. The reason could be due to trans-cultural nursing education in a post-
graduate curriculum that may bene�t masters degree nurses to have higher cultural competence.

This study also revealed the relationship between years of nursing work experience in their current
hospital and the cultural competence of nurses as measured by the CCQN score. Studies in Israel, Italia,
Iran, and Saudi Arabia reported a similar �nding that the mean scores of nurses increased with years of
experience [15, 17, 18, 20]. The participants who speak only Amharic and English language scored lower
than those who can speak other languages. Therefore, providing culturally competent nursing care is
easier for nurses who speak languages besides Amharic and English than those who cannot speak. The
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�nding is congruent with a study conducted in South Africa and Korea that language pro�ciency was
associated with the cultural competence of nurses [4, 14, 15, 30]. Thus, the researcher suggested that it is
better if hospitals design strategies and policies that enhance recruitment and retention of the diverse
nursing workforce that mirror images with patients' populations based on their language pro�ciency.

The previous study found that cultural competence was associated with the position of a nurse [30]. The
present study also supports a �nding that a statistically signi�cant difference in mean cultural
competence scores between groups of participants by the current role. Prior studies found that having
experience of caring for diverse clients have a considerable impact on nurses' cultural competency [27].
The �nding is consistent with the present study that the experience of caring for patients culturally and
ethnically different from one's own improves the cultural competence of nurses. The possible explanation
for this may be their exposure to patients from diverse cultural backgrounds might positively in�uence
their cultural competence. Nursing theorist suggested that exposure to culturally and ethnically diverse
populations play an important role in improving cultural competency levels[26, 31].

The present �nding did not �nd a signi�cant difference in a mean score of cultural competencies based
on the frequency of caring for patients culturally and ethnically different from one's group. Incongruent to
this, the prior study showed that nurses who had cared for clients with different cultural backgrounds on
a more frequent basis had the highest mean scores of cultural competencies on NCCS when compared
with a nurse who had less frequent caring experiences [16]. A possible explanation for this may be due to
different measurement scales of cultural competence of nurses.

Participants who had work experience in another institution were more culturally competent than their
counterparts. The reason could be due to their previous exposure to culturally diverse groups positively
in�uenced their cultural competence. However, no study examined the association between the work
experience of nurses other than in their current hospital and cultural competence. Thus, further research
investigating the relationship between this variable is needed to con�rm the present result.

The present study found that participants who used an interpreter for the language they are not �uent
were scored high than those who did not use it. The �nding supports the literature that indicates using
interpreters improve the cultural competence of nurses[11, 12]. It is recommended that interpreters must
ensure con�dentiality, be knowledgeable about the health care language, and ethically conduct all
sessions[32]. In addition to this, communication with patients in their language with quali�ed interpreters
improves patients' understanding of their diseases and treatment processes as well as generating trust in
providers [33]. However, in the present study, only 42% of participants were used interpreters for the
languages they were not �uent in which none of them used trained interpreters. The researchers
concluded that the limited availability of quali�ed interpreter services compounded in di�culties of
providing culturally congruent nursing care. The family members and others else should be used only as
a last option when trained interpreters and translators are not available due to potential risks of privacy
issues and bias in interpretation. Thus, the provision of regularly available trained interpreters/translators
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as well as language training for nurses is, therefore, an essential component in improving the cultural
competence of nurses.

In contrast to other several studies throughout the globe, the �nding of this study showed that few
participants had ever learned cultural care nursing and no participants who reported prior cultural care
nursing training [17, 18, 34]. The possible explanation for this could be inadequately integrated cultural
nursing care in the nursing education curriculum, and attention has not been given to cultural
competence in the country.

Conclusion
The overall cultural competence of nurses was at a low to moderate level, which may result in less likely
to meet the needs of culturally, ethnically, and linguistically diverse patients. Age, religion, education level,
languages spoken besides Amharic and English, work experience in the current hospital, work experience
besides existing hospital, current role, knowledge of caring for patients culturally and ethnically different
from one's own, availability of interpreter service, and previous cultural related education were the
identi�ed factors that in�uence cultural competence of nurses. Therefore, nurses and other responsible
bodies should struggle to improve the cultural �tness of nurses to provide culturally congruent nursing
cares that is necessary for meeting the needs of diverse patients in the country. Lastly, a national
representative study with patient's perspectives, including the cultural competence of nurses working in a
more geographically diverse area. The more heterogeneous health care providers that would bring more
signi�cant implications for policymakers and health care practitioners was recommended.

Relevance To Clinical Practice
Cultural competency is a critical aspect of nursing practice. Nurses working in a diverse society should
learn and apply the concept of culturally congruent care. There is clear evidence of unequal treatment in
various cultural settings. The curriculum for nursing education given less emphasis to congruent cultural
care, and this was affecting the clinical nursing practice concerning respecting, accepting and
implementing culturally congruent clinical practices. Therefore, nurses working in diverse cultural settings
should be culturally competent.
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